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Prevalence and correlates of overweight and
abdominal adiposity amongst adults residing in
Madeira Autonomous Region: a cross-sectional,
population-based study
Liliane P. da Costa, MSca,∗, Eva S.A. Henriques, MSc studentb, Teresa P.E. Gouveia, LICa
Abstract
Background: Data on nutritional status and its risk factors amongst the adult population of the Madeira Autonomous Region
(RAM) is scarce. This study aims to investigate the prevalence of, and risk factors associated with overweight and abdominal
adiposity, assessed through measuring body mass index (BMI), waist circumference (WC), and waist-to-height ratio (WHtR) indexes.
Methods:Cross-sectional study using a representative sample of 911 subjects (18–64 years) from the RAMDietary Habits of Adult
Population Study. Logistic regression models were conducted to investigate the association between body mass index, WC, and
WHtR indexes, with sociodemographic and lifestyle characteristics.
Results: The prevalence of overweight amongst adults was 60.0% [95% confidence interval (CI): 56.8–63.2]. The prevalence of
abdominal adiposity, assessed by WC and WHtR indexes, was 62.6% (95% CI: 59.4–65.7) and 71.9% (95% CI: 69.0–74.8),
respectively. In adjusted models, age and self-reported chronic diseases were associated with both overweight and abdominal
adiposity. Women were less likely to be overweight [odds ratio (OR)=0.7 (95% CI: 0.5–0.9); P= .012] but more likely to have
increased WC [OR=2.9 (95% CI: 2.1–4.0); P< .001], compared to men. Being married was positively associated to being
overweight [OR=1.5 (95%CI: 1.1–2.1); P= .013] and increasedWC [OR=1.8 (95%CI: 1.3–2.6);P< .001], but not withWHtR index.
Education level was only associated with WHtR index. Inverse associations were found for each abdominal obesity indicators and
smoking status.
Conclusions: Overweight and abdominal adiposity should be considered 2 major public health problems, amongst adult
population of the RAM. Older less educated adults, with smoking habits may be considered a target group for health promotion
interventions.
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Introduction
The Madeira Autonomous Region (RAM) is a Portuguese
archipelago with approximately 267,785 residents, distributed
by the 2 main islands, Madeira and Porto Santo.1 Located in the
southern part of Madeira Island, Funchal, the capital of the
RAM, was considered one of the most densely populated areas in
the entire European Community.2 Data on nutritional status and
its risk factors in adult population of the RAM is scarce. In 1998
to 1999, the Regional Secretary of Social Affairs of the RAM
conducted the first, and unique (until now), regional dietary
habits study (EHA-RAM 1998–1999), which showed results
meaning that, 58.8% of the population (18–74 years old) were
overweight.3 The Autonomous Regions of Madeira and Azores
were included for the first time in 2005 to 2006 in a national
survey, which results revealed that the islands had, in average, a
higher body mass index (BMI) value.4 Kowalkowska et al5 found
higher prevalence of overweight (59.7%) and abdominal
adiposity (62.3%) in the RAM, compared to other Portuguese
regions. Despite differences in sample groups age and methodol-
ogy, other countries, such Spain and Greece, showed the same
pattern of a higher prevalence of general or central obesity
amongst the inhabitants in the islands.6,7 Addressing nutritional
status of the islands populations, and documenting its determi-
nants, risk factors, and correlates, are important research
evidence for regional public health interventions. Therefore, in
the present study, we aim (1) to investigate the prevalence of
overweight and abdominal adiposity and (2) and to identify its
associated sociodemographic and lifestyle factors.
Methods
Data used in this study come from the RAM Dietary Habits of
Adult Population Study (EHA-RAM Estudo dos Hábitos
Alimentares da RAM), a study conducted by the Nutrition
and Dietetic Unit from the Endocrinology Service of the Health
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Service of the RAM, between November 2012 and March 2015.
The study was approved by the RAM Health Service Ethics
Committee (ref: 03/2012) and all the participants provided
written informed consent. Briefly, the target population for the
EHA-RAM included all inhabitants, aged 18 to 64 years,
registered at the health care centers of the RAMon June 18, 2012.
The sample of the study was based on the 2011 Census data,
published by the INE (Instituto Nacional de Estatística/ Portugal
Bureau of Statistics), for age and region of residence (municipali-
ty). Overall, the random sample of the EHA-RAM included a
total of 1800 subjects and the interview completion rate was
53.8%. Of the total surveys conducted, 36 were excluded due to
invalid answers to key questions. The final sample of the EHA-
RAM comprised 933 adults, and was considered representative
of the adult population living in the RAM.
Detailed information was obtained from a questionnaire
administered face-to-face, by nutritionists and dietitians, on
sociodemographic information, self-perceived health status, and
lifestyle behaviors such as food intake and dietary habits, physical
activity, and smoking habits. Anthropometric measures were also
assessed according to standard protocols.8 For the present study,
we restricted analysis to an EHA-RAM subsample, applying the
following exclusion criteria: lacking data concerning weight and/
or height (n=5), those participants with a BMI<18.5kg/m2 (n=
17), and incomplete data related to social variables (n=17). As a
result, the final sample size comprised 911 eligible participants
(61.1%women). The present work was reported according to the
STROBE checklist for observational studies in epidemiology,
provided as Supplemental Digital Content (SDC, File 1).9
Anthropometric parameters assessed for the present study
were: height, weight, and waist circumference (WC). Standing
height was measured to the nearest 0.1cm using a stadiometer.
Weight was measured to the nearest 0.1kg using a TANITA TBF-
300 body composition analyzer (Tanita Corp, Tokyo, Japan).
WC was measured with a flexible nonelastic tape. BMI was
calculated based on height and weight data, and categorized
according to WHO as preobesity (25.0–29.9kg/m2) and obesity
(≥30.0kg/m2).10 In the present study the term overweight was
defined as BMI ≥25kg/m2, and included both preobesity and
obesity categories. Abdominal obesity was defined by increased
WC (≥80cm in women and WC ≥94cm in men), and increased
waist-to-height ratio (WHtR; >0.5cm, for both sexes).11–13
Being overweight and having abdominal adiposity are the main
outcome variables of this work.
Independent variables included sociodemographic character-
istics and lifestyle variables. Demographic characteristics includ-
ed sex, age (<30; 30–49;>49 years), and marital status (married,
not married). Marital status category included those who were
married or in civil partnership. Education levels were categorized
in low (from lack of schooling up to attained 4 years of
schooling), basic (has attained at least 6 years of the basic
education, but <11); secondary education (if has attended 11 or
12 year of school); and higher education (if included university or
polytechnic education). Job status was divided into employed
(employee or self-employed) and not employed (unemployed,
pensioners, students, housewives, or other status). Place of
residence included the 11 municipalities organized into 4 zones:
Funchal; West zone (included the municipalities of Câmara de
Lobos, Ribeira Brava, Ponta do Sol and Calheta); North zone
(Porto Moniz, São Vicente, and Santana); and East zone
(Machico, Santa Cruz, and Porto Santo).
Smoking status was divided into smoker (if smoked currently
or occasionally) and non/former smoker (if has stopped smoking
or never smoked). Physical activity was measured using the short
version of the International Physical Activity Questionnaire in
metabolic equivalent hours per day, and classified into 3 levels:
low, moderate, and high.14 Frequency of eating out variable was
achieved by the combination of 2 questions: “During the last
month, how often did you eat at restaurants?” and “During the
last month, how often did you eat at fast-food restaurants?.” The
responses scale for each event was “never,” “1 to 3times/month,”
“1time/week,” “2 to 4times/week,” “5 to 6times/week,” and
“every day.” Based on the distribution of responses and on
previous research, that indicated an increased health risk
associated with a consumption of eating out more than once
per week, these categories were collapsed to “1 to 3 times/
month” and “≥1time/week.”15–17 Health self-reported status
was also included in the present study, and “yes” or “no” dummy
variables were created for the presence of diabetes, hypertension,
dyslipidemia, or cardiac disease.
Statistical analysis was performed using the Statistical Package
for Social Sciences (SPSS version 25.0) software. For all variables,
a descriptive analysis was obtained, and Chi-square tests were
performed to compare 2 categorical variables. A P value <.05
was considered statistically significant. Multivariate analysis
(logistic regression) was done using the Forward Wald method.
This method determines the inclusion or exclusion of variables
into the model, step by step, until only those variables which
explained the outcome remain in the analysis. Three logistic
regression models were created to investigate the association
between potential associated risk factors and: being overweight
(Model 1); having increasedWC (Model 2); and having increased
WHtR (Model 3). Results were presented as odds ratio (OR) with
95% confidence interval (CI) and respective P values.
Results
Table 1 describes the baseline characteristics of the study
population according to nutritional status. Amongst the adult
population of the RAM, the prevalence of overweight was 60.0%
(95% CI: 56.8–63.2). The prevalence of abdominal adiposity,
assessed by WC and WHtR indexes, was 62.6% (95% CI: 59.4–
65.7) and 71.9% (95% CI: 69.0–74.8), respectively (Table 1).
The proportion of overweight adults was higher amongst men
than women [64.1% (95% CI: 59.0–69.0) vs 57.5% (95% CI:
53.3–61.5, P= .045]. IncreasedWCwasmore frequent in women
thanmen [71.4% (95%CI: 67.5–75.0) vs 48.9% (95%CI: 43.7–
54.1); P < .001]; however, no significant differences were found
between sexes, for abdominal adiposity assessed by WHtR
measure (P= .683).
The prevalence of abdominal adiposity, defined by WC index
but not WHtR, was significantly higher in adults with low
physical activity levels [71.4% (95% CI: 66.1–76.2); P < .001],
compared to those with moderate or high activity; and in those
who eat out less frequently [64.3% (95% CI: 60.8–67.6);
P= .015], compared with adults that eat out ≥1 time per week
(Table 1).
Table 2 shows results from 3 logistic regression models, to
determine the independent risk factors for being overweight and
having abdominal adiposity.
Based on the adjusted OR, results showed that women were
less likely to be overweight [OR=0.7 (95% CI: 0.5–0.9);
P= .012] but more likely to have increased WC [OR=2.9 (95%
CI: 2.1–4.0); P< .001], compared to men. Being older and having
a chronic disease were positively associatedwith both general and
central obesity measures. Being married increased 1.5 times the
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odds of being overweight [OR=1.5 (95% CI: 1.1–2.1); P= .013]
and 1.8 the odds of having increased WC [OR=1.8 (95% CI:
1.3–2.6); P< .001], but was not associatedwith increasedWHtR.
Education levels were only associated with WHtR index: less
education level increased the odds of abdominal adiposity,
compared to those with higher education [OR=2.1 (95% CI:
1.3–3.2); P= .001]. Being a smoker increased 1.9 and 2.5 times
the odds of being overweight (95% CI: 1.3–2.7; P= .001) and
having an increased WHtR (95% CI: 1.7–3.6; P< .001),
respectively. However, when abdominal adiposity was measured
by WC, the risk is lower for smoker adults, compared to non/
former smokers [OR=0.5 (95% CI: 0.3–0.7); P< .001].
Discussion
The present study provides up to date information on the
prevalence and determinants of overweight and abdominal
adiposity, amongst the adult population of the RAM. According
to the EHA-RAM 2012–2015 database, approximately 60.0%
of the adult population (18–64 years old) was considered
overweight, and at least 3 in 5 adults had increased WC and
WHtR indexes. Sex, education, marital status, and smoking
habits were found to be associated, in the present study, with
general or central adiposity. These results indicate a serious
public health problem and should be compellingly tackled by
appropriate health public policies within the RAM.
By the time the present survey was conducted, the European
countries, including Portugal, were going through an economic
and financial crisis. The RAM was the second national region
with the greatest decrease in gross domestic product, with a huge
impact in employment, which especially affected male young
adults, with lower school education levels.18,19 Thereby, data
obtained from the EHA-RAM 2012–2015, should be analyzed in
the light of the economic and financial context of that time.
In the present study, amongst women and after adjustment for
all variables, while the likelihood of being overweight was lower,
the odds of having higherWCwere higher. The higher prevalence
of abdominal adiposity in women, compared to men, may be
explained by genetic, hormonal, and physiological differences
that influence body fat distribution.20
Notwithstanding, the indicator used for the screening of
general and central obesity, the odds of being overweight and
Table 1
Baseline characteristics of study population
Abdominal adiposity
Overweight P Increased WC P Increased WHtR P
All 60.0 (56.8–63.2) 62.6 (59.4–65.7) 71.9 (69.0–74.8)
Sex
Women 57.5 (53.3–61.5) .045 71.4 (67.5–75.0) <.001 72.4 (68.6–76.0) .683
Men 64.1 (59.0–69.0) 48.9 (43.7–54.1) 71.2 (66.3–75.7)
Age group
<30 36.1 (30.2–42.3) <.001 40.2 (34.1–46.5) <.001 44.4 (38.2–50.7) <.001
30–49 62.1 (57.2–66.7) 62.6 (57.7–67.2) 74.4 (69.9–78.5)
>49 78.3 (73.1–82.9) 82.4 (77.5–86.5) 92.6 (89.1–95.3)
Marital status
Married 70.6 (66.4–74.6) <.001 74.2 (70.1–77.9) <.001 82.9 (79.4–86.1) <.001
Not married 48.1 (43.4–52.9) 49.5 (44.8–54.3) 59.6 (54.9–64.2)
Education level
Basic or less 67.3 (63.2–71.3) <.001 69.3 (65.2–73.2) <.001 81.8 (78.3–85.0) <.001
Secondary 50.6 (44.4–56.7) 53.4 (47.2–59.5) 58.2 (52.0–64.1)
Higher 50.7 (42.6–58.7) 54.8 (46.7–62.7) 61.0 (52.9–68.6)
Job status
Employed 61.5 (57.2–65.7) .329 63.9 (59.6–68.0) .378 73.7 (69.7–77.4) .205
Not employed 58.3 (53.5–63.0) 61.0 (56.2–65.7) 69.9 (65.3–74.2)
Place of residence
Funchal 60.9 (55.4–66.1) .411 58.5 (53.1–63.9) .145 70.3 (65.0–75.1) .312
West Zone 55.7 (49.7–61.6) 66.2 (60.3–71.7) 75.7 (70.2–80.6)
North Zone 64.5 (53.3–74.5) 69.7 (58.8–79.2) 75.0 (64.5–83.7)
East Zone 62.1 (56.0–67.9) 61.7 (55.6–67.5) 69.2 (63.3–74.6)
Self-reported chronic diseases
None 52.8 (49.0–56.6) <.001 56.2 (52.4–59.9) <.001 65.9 (62.2–69.5) <.001
Yes 79.0 (73.6–83.7) 79.4 (74.1–84.0) 87.7 (83.2–91.3)
Smoking status
Non/Former 62.6 (59.1–66.1) <.001 66.4 (62.9–69.8) <.001 75.2 (72.0–78.3) <.001
Smoker 49.2 (42.0–56.4) 47.5 (40.4–54.8) 59.0 (51.8–66.0)
Physical activity
Low 62.2 (56.6–67.5) .237 71.4 (66.1–76.2) <.001 76.6 (71.7–81.1) .063
Moderate 61.3 (56.2–66.3) 60.8 (55.7–65.8) 70.7 (65.8–75.3)
High 55.6 (49.4–61.7) 54.4 (48.2–60.5) 68.0 (62.0–73.5)
Eating out frequency
1–3 times/mo 60.4 (56.9–63.8) .595 64.3 (60.8–67.6) .015 73.1 (69.9–76.2) .062
≥1 time/wk 58.0 (49.9–65.9) 53.5 (45.3–61.6) 65.5 (57.4–72.9)
Numbers are reported as % and [95% CI (confidence interval)]. Overweight was defined as BMI ≥25kg/m2. Abdominal adiposity was defined as increased WC (>80cm for women and >94cm for men); and
increased WHtR (>0.5 for both sexes). Bold values denote statistical significance (P<.05).
BMI, body mass index; WC, waist circumference; WHtR: waist-to-height ratio.
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having abdominal adiposity were high in less educated and
married adults. Our findings are in line with results from national
works and from other European countries. The Kowakowska
et al’s5 work found an inverse relationship between education
level (the highest educated ones as reference) and general [OR=
8.39 (95% CI: 5.13–13.71), P< .0001 for fourth completed
grade adults] and abdominal adiposity [OR=6.87 (95% CI:
4.23–11.15), P< .0001 for fourth completed grade adults]. In the
same study, compared with married adults, and after adjustment
for confounders, single subjects were negatively associated with
increased WHtR [OR=0.72 (95% CI: .54–0.97; P< .05)].
Results from the First Portuguese Health Examination Survey
(INSEF 2015), that also included the RAM, concluded that age
group (55–64 years old), educational level (no schooling/first
cycle) and marital status (married) were the main factors
associated positively with overweight.21 A representative cross-
sectional study conducted in 2010 in 16 European countries
(Portugal not included), on a total of 14,685 adults (aged ≥18
years), showed that prevalence of obesity increased with age
[compared with <25 years old, P for trend <.001: OR=3.82
(95% CI: 32.93–4.99) for 25–44 years; OR=8.89 (95% CI:
6.83–11.56) for 45–64; and OR=9.37 (95%CI: 7.12–12.33) for
≥65 years] and decreased with level of education [compared with
low education, P for trend <.001: OR=0.67 (95% CI: 0.59–
0.76) for intermediate; and OR=0.57 (95% CI: 0.49–0.67) for
high education].22
Findings from our study are also in line with changes arising
from the nutritional transition worldwide.23 According to the
obesity transition theory, there has been a change in sociodemo-
graphic pattern of obesity, in the past 4 decades. Initially, by
1975, the prevalence of obesity did not exceeded 20%, and was
distinctly higher among women and those with higher socioeco-
nomic status, usually measured by school education degree and
income. Over the years, the world assisted to a narrowing of the
gender gap and a reversal of the socioeconomic differences.
After adjustment, in our study, age and self-reported chronic
diseases were positively associated with both overweight and
abdominal adiposity (increased WC and WHtR). These are the
expected results, because fat mass increases with age and is a risk
factor for other chronic diseases.24
Depending on which measurement was used, direction of
association was found to be different for smoking habits. After
adjustment, and compared with non/former smokers, being a
smoker increases the odds of being overweight and having a
higher WHtR, but an inverse relationship was found for WC.
Controversial results have been observed in the literature.
Previous studies showed that although smokers have lower
mean BMI compared with nonsmokers, they have a more
metabolically adverse fat distribution profile, with higher central
adiposity.25 The population-based health examination survey in
Finland, in 2007, found that, in overweight women, being a
smoker elevates the WC, after adjustment for age, BMI, alcohol
consumption, and physical activity index [b = 2.67 (95% CI:
1.85–3.50), P=2.210–10 for occasionally and light/moderate
daily smokers; and b = 4.48 (95% CI: 2.93–6.03), P=1.510–8
for heavy daily smokers].26 More recently, genetic studies
highlight the positive influence of smoking in genetic susceptibili-
ty to overall adiposity, but suggest that it may attenuate genetic
effects on body fat distribution.27 At the same time, obesity may
modify smoking behavior, gene expression, and the toxic effects
Table 2







Overweight OR (95% CI) P Increased WC OR (95% CI) P Increased WHtR OR (95% CI) P
Sex
Male Ref. Ref. — —
Female 0.7 (0.5–0.9) .012 2.9 (2.1–4.0) <.001 — —
Age group
<30 Ref. Ref. Ref.
30–49 2.2 (1.5–3.2) <.001 2.0 (1.4–3.0) .001 3.4 (2.3–4.8) <.001
>49 3.7 (2.3–5.8) <.001 4.8 (2.9–7.8) <.001 9.8 (5.5–17.4) <.001
Marital status
Not married Ref. Ref. — —
Married 1.5 (1.1–2.1) .013 1.8 (1.3–2.6) <.001 — —
Education level
Higher — — — — Ref.
Secondary — — — — 1.1 (0.7–1.8) .585
Basic or less — — — — 2.1 (1.3–3.2) .001
Place of residence
Funchal — — Refa — —
West Zone — — 1.8 (1.2–2.6) .003 — —
North Zone — — 1.5 (0.8–2.7) .211 — —
East Zone — — 1.3 (0.9–1.9) .160 — —
Self-reported chronic diseases
No Ref. Ref. Ref.
Yes 2.1 (1.5–3.1) <.001 2.0 (1.3–3.0) .001 1.6 (1.0–2.6) .043
Smoking status
Non/former Ref. Ref. Ref.
Smoker 1.9 (1.3–2.7) .001 0.5 (0.3–0.7) <.001 2.5 (1.7–3.6) <.001
CI = confidence intervals; OR = odds Ratio; Ref. = reference variable; WC = waist circumference; WHtR = waist-to-height ratio— = variable excluded in the model. Bold values denote statistical significance
(P<.05).
∗
The independent variables entered in the model by the Forward Wald Method were: sex; age groups; marital status; education level; job status; place of residence; self-reported chronic diseases; smoking status;
physical activity and eating out frequency.
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of tobacco.28,29 Several biological mechanisms may explain the
interaction between smoking and abdominal adiposity, such as
the dysregulation of the hypothalamic-pituitary-adrenal axis, the
action on regulation of the sex hormones and the ability to
increase insulin resistance.26 In this study, BMI status was not
used as a control variable, and there some body of evidence that
the association patterns of regular smoking with central obesity is
dependent on BMI adjustment.26,30 Despite disparities in WC
and WHtR correlates, smoking habits and obesity are 2 of the
major risk factors for noncommunicable diseases worldwide, and
its reduction is an important way to control these diseases.31
Physical activity and the frequency in eating out were not
found to be associated with either overweight or any measure of
abdominal obesity, in the present study. Physical activity is a key
determinant of energy expenditure and an important lifestyle
behavior for controlling body composition.32 Eating out of home
frequently, in classic or fast-food restaurants, is often associated
with a poor quality of the diet, such as higher energy and fat
intake, and consequently with increased risk of being over-
weight.33,34 It is possible that, because the financial and economic
crises context, some people did change their habits although this
had not yet reflected in an improvement of body composition.
Indeed, the economic crises may have brought changes in the
daily lives of families, for example, taking a lunch box to work
and reducing gym expenses.
The present study has some limitations. First, the cross-
sectional design provides evidence for associations but not causal
relationships. Second, the study did not assess other important
factors that may influence the outcomes, namely dietary habits
and food intake. Other limitation is that the questionnaire
administered was not validated in the study population. Finally,
our analysis was not stratifying by sex, but its confounding effect
was controlled and also minimized, by the use of sex-specific
cutoff points for anthropometric measures predefined, when
available. This study contains several important strengths. One of
the major strength is that data were provided by the second
regional survey of its kind, and enrolled a large number of
subjects, essential for future comparisons with other regional and
national studies. In addition, all anthropometric measures were
assessed by trained personnel, resulting in more accurate values
than self-reports. Another important strength is using both WC
and WHtR indexes to assess abdominal adiposity, especially
because the direction of the associations was not always
consistent across the 2 measures. Therefore, further research
on improving body weight–related indicators of adiposity is
necessary.
In conclusion, overweight and abdominal adiposity should be
considered 2 major public health problems, amongst adult
population of RAM. Around 60.0% of the adult population (18–
64 years old) was considered overweight, and at least 3 in 5 adults
had abdominal adiposity. Regardless of different measures to
assess body composition, significantly increased odds of
overweight/ abdominal adiposity were observed amongst older
and married adults, with low education level. Smoker adults and
those with chronic conditions should also be considered a target
group for health promotion interventions.
Acknowledgments
Assistance with the study: Special thanks to the Training and
Research Service of theHealth Service of the Autonomous Region
of Madeira for their contribution to the statistical analysis.
Financial support and sponsorship: none.
Presentation: none.
Author Contributions: All authors made substantial contri-
butions to study conception, analysis, and the interpretation of
data. L.P.C. was involved in conception and drafting the
manuscript. E.S.A.H. contributed to the statistical analysis and
interpretation of data. T.P.E.G. was involved in critically revising
the important intellectual content. All authors read and approved
the final version of the manuscript.
Conflicts of interest
The authors declare no competing interests.
References
[1] INE, I.P. Censos 2011 Resultados Definitivos - Região Autónoma da




54. [Acessed 10 July 2019].
[2] Baioni D. Human activity and damaging landslides and floods on
Madeira Island. Nat Hazard Earth Sys Sci. 2011;11:3035–3046.
[3] Gabinete para a Qualidade e Investigação. Diagnóstico da situação
alimentar e nutricional daRegiãoAutónomadaMadeira. Funchal, Região
Autónoma da Madeira: Secretaria Regional dos Assuntos Sociais; 2000.
[4] INSA, INE. Inquérito Nacional de Saude 2005/2006. Portugal: Lisboa:
Instituto Nacional de Estatística, I.P e Instituto Nacional de Saude Dr.
Ricardo Jorge, I.P.; 2009.
[5] Kowalkowska J, Poínhos R, Franchini B, et al. General and abdominal
adiposity in a representative sample of Portuguese adults: dependency of
measures and socio-demographic factors’ influence. Br J Nutr. 2016;115:
185–192.
[6] Serra-Majem L, Bartrina JA, Pérez-Rodrigo C, Ribas-Barba L, Delgado-
Rubio A. Prevalence and deteminants of obesity in Spanish children and
young people. Br J Nutr. 2006;96:S67–S72.
[7] Poulimeneas D, Grammatikopoulou MG, Dimitrakopoulos L, et al.
Regional differences in the prevalence of underweight, overweight and
obesity among 13-year-old adolescents in Greece. Int J Pediatr Adolesc
Med. 2016;3:153–161.
[8] Secretaria Regional dos Assuntos Sociais. Manual de Procedimentos da
Consulta de Nutrição. Funchal, Região Autónoma da Madeira: Direção
Regional de Planeamento e Saude Publica; 2007:37.
[9] Von Elm E, Altman DG, Egger M, Pocock SJ, Gøtzsche PC,
Vandenbroucke JP. STROBE InitiativeStrengthening the Reporting of
Observational Studies in Epidemiology (STROBE) statement: guidelines
for reporting observational studies. BMJ. 2007;335:806–808.
[10] WHO, IASO, IOFT. WHO j The Asia-Pacific Perspective: Redefining
obesity and its treatment [Internet]. WHO. 2000. Available at: http://
www.who.int/nutrition/publications/obesity/09577082_1_1/en/.
[Accessed 20 February 2017].
[11] World Health Organization. Waist Circumference andWaist-Hip Ratio.
Geneva: WHO; 2008.
[12] AshwellM,Gunn P,Gibson S.Waist-to-height ratio is a better screening tool
than waist circumference and BMI for adult cardiometabolic risk factors:
systematic review and meta-analysis. Obes Rev. 2012;13:275–286.
[13] Yoo E-G. Waist-to-height ratio as a screening tool for obesity and
cardiometabolic risk. Korean J Pediatr. 2016;59:425–431.
[14] IPAQ Group. Guidelines for Data Processing and Analysis of the
International Physical Activity Questionnaire. 2015. Available at: http://
www.ipaq.ki.se. [Accessed 10 July 2019].
[15] Pereira MA, Kartashov AI, Ebbeling CB, et al. Fast-food habits, weight
gain, and insulin resistance (the CARDIA study): 15-year prospective
analysis. Lancet. 2005;365:36–42.
[16] Adams J, Goffe L, Brown T, et al. Frequency and socio-demographic
correlates of eating meals out and take-away meals at home: cross-
sectional analysis of the UK national diet and nutrition survey, waves 1-4
(2008-12). Int J Behav Nutr Phys Act. 2015;12:51.
[17] Nago ES, Lachat CK, Dossa RA, Kolsteren PW. Association of out-of-
home eating with anthropometric changes: a systematic review of
prospective studies. Crit Rev Food Sci Nutr. 2014;54:1103–1116.
[18] Da Silva IC, Pignatelli M, de Matos Viegas S. Livro de Atas do 1o
Congresso da Associação Internacional de Ciências Sociais e Humanas
em Língua Portuguesa 2015. In: 1o Congresso da Associação
da Costa et al. Porto Biomed. J. (2020) 5:4 www.portobiomedicaljournal.com
5
PBJ-D-19-00053; Total nos of Pages: 6;
PBJ-D-19-00053
Internacional de Ciências Sociais e Humanas em Língua Portuguesa.
Associação Internacional de Ciências Sociais e Humanas em Língua
Portuguesa; 2015.
[19] JoãoMiguel Leal, PauloBaptistaVieira. A evolução recente domercadode
trabalho na RAM [Internet]. Direção Regional de Estatística da Madeira;
2018 Oct. Available at: https://estatistica.madeira.gov.pt/download-now/
social/merctrab-pt/merctrab-ie-pt/estudos/finish/1001-inquerito-ao-
emprego-estudos/10216-a-evolucao-recente-do-mercado-de-trabalho-na-
ram.html. Accessed 9 September 2019. [Accessed 9 September 2019].
[20] Olinto, AMT, Theodoro H, Canuto R. Epidemiology of abdominal
obesity. In: Gordeladze JO, Adiposity - Epidemiology and Treatment
Modalities. IntechOpen, Croatia, 2017: 71-95.
[21] Gaio V, Antunes L, Namorado S, et al. Prevalence of overweight and
obesity in Portugal: Results from the First Portuguese Health Examina-
tion Survey (INSEF 2015). Obes Res Clin Pract. 2018;12:40–50.
[22] Gallus S, LugoA,Murisic B, Bosetti C, Boffetta P, LaVecchiaC.Overweight
and obesity in 16 European countries. Eur J Nutr. 2015;54:679–689.
[23] Jaacks LM, Vandevijvere S, Pan A, et al. The obesity transition: stages of
the global epidemic. Lancet Diabetes Endocrinol. 2019;7:231–240.
[24] Hruby A, Manson JE, Qi L, et al. Determinants and consequences of
obesity. Am J Public Health. 2016;106:1656–1662.
[25] Canoy D, Wareham N, Luben R, et al. Cigarette smoking and fat
distribution in 21, 828 British men and women: a population-based
study. Obes Res. 2005;13:1466–1475.
[26] Tuovinen E-L, Saarni SE, Männistö S, et al. Smoking status and
abdominal obesity among normal- and overweight/obese adults:
population-based FINRISK study. Prev Med Rep. 2016;4:324–330.
[27] Justice AE, Winkler TW, Feitosa MF, et al. Genome-wide meta-analysis
of 241,258 adults accounting for smoking behaviour identifies novel loci
for obesity traits. Nat Commun. 2017;26:14977.
[28] Nikodemova M, Yee J, Carney PR, Bradfield CA, Malecki KM.
Transcriptional differences between smokers and non-smokers and
variance by obesity as a risk factor for human sensitivity to
environmental exposures. Environ Int. 2018;113:249–258.
[29] Carreras-Torres R, Johansson M, Haycock PC, et al. Role of obesity in
smoking behaviour: Mendelian randomisation study in UK Biobank.
BMJ. 2018;361:k1767.
[30] Lv J, Chen W, Sun D, et al. Gender-specific association between tobacco
smoking and central obesity among 0.5 million Chinese people: the
China Kadoorie Biobank Study. PLoS One. 2015;10:e012458. [Accessed
9 September 2019].
[31] WHO j Global status report on noncommunicable diseases 2014
[Internet]. WHO. Available at: http://www.who.int/nmh/publications/
ncd-status-report-2014/en/. Accessed 9 September 2019.
[32] Jakicic JM, Rogers RJ, Davis KK, Collins KA. Role of physical activity
and exercise in treating patients with overweight and obesity. Clin Chem.
2018;64:99–107.
[33] Lachat C, Nago E, Verstraeten R, Roberfroid D, Van Camp J, Kolsteren
P. Eating out of home and its association with dietary intake: a systematic
review of the evidence. Obes Rev. 2012;13:329–346.
[34] Kant AK, Whitley MI, Graubard BI. Away from home meals:
associations with biomarkers of chronic disease and dietary intake in
American adults, NHANES 2005-2010. Int J Obes (Lond). 2015;39:
820–827.
da Costa et al. Porto Biomed. J. (2020) 5:4 Porto Biomedical Journal
6
